Background {#Sec1}
==========

The majority of childhood illness in the western world is managed by general practitioners (GPs) \[[@CR1]\], with most children in the UK attending their GP three to six times per year \[[@CR2]\]. Acute cough alone in the 0--4 age group is estimated to cost the National Health Service in the UK £31.5 million per year, mainly through consultations in general practice \[[@CR3]\]. The ratio of GPs to population in Ireland is 0.63 per 1000 \[[@CR4]\], compared to 0.7 in the UK \[[@CR5]\] and the European average of 0.8 per 1000 \[6\].With a rise in the number of GP attendances expected with demographic changes \[[@CR2]\], it is recognised that there is a mismatch between demand for and supply of primary care services with ever increasing workloads, stress and burnout for GPs \[[@CR6]\]. In response, some commentators, including the Australian Centre for Health Research, have proposed an 'upfront fee' for GP visits to reduce service utilisation and cut health spending \[[@CR7]\]. The way in which payment is organised can influence health behaviour, increasing consultations with GPs and consequently clinical workload \[[@CR8]\].

A recent paper by the British Medical Association describes several models of general practice payment worldwide \[[@CR9]\]. Different payment systems exist and, in most European countries, a mixture of systems is in place. Fee-for-service predominate in Belgium, Denmark and France and involves payment calculated on work performed. Performance related payment is calculated based on GPs reaching set clinical targets. Capitation systems are commonplace involve a sum paid to the GP per patient for a period of time and are in place in the UK, Italy and Netherlands. These countries have universal health care systems where general practice visits are fully paid for by the state. On the other hand, some European countries such as Sweden use co-payment where fees are charged to supplement state payments but there is an annual ceiling on out of pocket expenses. Most systems are nuanced, such as Malta, where most of the population have access to state funded GP care but, compared to private general practice, it is limited in terms of the services and continuity of care that it provides \[[@CR10]\]. There is considerable overlap between public and private general practice, whereby many people from all socio-economic groups pay to attend private GPs for a variety of cultural and social reasons \[[@CR11]\].

In the Republic of Ireland, GPs are remunerated through a mixed public-private system. Private patients pay at the point of contact, usually at a cost of 50 euro for adults and 30 euro for children. For public patients, the state covers the costs of general practice care. The latter category comprises 43% of the population \[[@CR12]\]. Qualification for publicly funded care is based on a means testing system, whereby patients from families that have a net income below a cut-off point are issued a GMS or doctor visit card and GPs are paid a per capita fee.

Major restructuring of the health service delivery has taken place since 2015, providing for free GP care to all children under 6 years in Ireland \[[@CR13]\], with further expansion to under 12 year olds planned. Part of the strategy includes providing payment for GPs to conduct periodic wellness checks on children in order to "reorient the focus of primary care towards active health promotion" \[[@CR14]\]. However, the restructuring has met much resistance from GPs because of the potential impact of free medical care for children on consultation rates and subsequent workload costs to general practice in Ireland \[[@CR15]\].

In the context of current debate on co-payment \[[@CR16]\], there is a unique opportunity to investigate the effect of fee-paying status on the health care utilisation of children aged 1--14 years. This study, which was conducted during the 12-months before restructuring, on a nationally representative sample aimed to compare consultation rates, reasons for presentation and actions documented by the GP during consultations.

Methods {#Sec2}
=======

Setting {#Sec3}
-------

A letter of invitation describing the study was sent to each practice that had a senior medical student on clinical placement in 2014/15 (*n* = 72 practices). The University of Limerick Graduate Entry Medical School is unique in the Irish medical education context in that it has a longitudinal integrated clerkship in general practice whereby students spend 18-weeks on clinical placement and take on roles and responsibilities within the practice setting. Ireland has four healthcare regions and the medical school has a network of practices that extends to three of the healthcare regions. Based on previous research, the practices involved with the medical school are generally comparable to the national profile in terms of practice characteristics and patient demographics \[[@CR17]\].

Participants {#Sec4}
------------

Under the supervision of their GP tutors, senior medical students on placement used the electronic practice management systems to generate a list of all patients aged 1 (to facilitate a review of one year of healthcare utilisation) to 14 years (the upper age for new referrals to paediatrics in many clinics). Using Microsoft Excel, the students were able to randomly select a sample of 100 children. Children who had not been registered with the practice for 12 months were excluded.

Data was collected on consultations that took place over a 12 month period between 1/09/13 to 31/08/14. This timeframe was before the legislation for free health care to children under-6 years was implemented.

Measures {#Sec5}
--------

The clinical records for the sample of children over the 12 month period were reviewed by the senior medical student on placement and their supervising GP. All children had information collected on their age, gender, eligibility for free consultations and whether they had consulted their GP in the 12 month period. A consultation was defined as any visit to the practice or telephone conversation that resulted in an entry to the child's records excluding attendances solely for the purpose of immunisations (these are funded separately by the State) and out of hours attendances which are resourced separately by out of hours GP co-operatives.

For those who had attended in the 12 month time period, information on the number of consultations in general practice in that time period, presenting symptoms at the most recent attendance (up to three per consultation), and actions documented by the GP (prescribe, reassure, refer, further investigations e.g. blood tests, X-Rays, preventative and health promotion advice and other) were recorded. Presenting symptoms were coded post hoc using the ICPC-2 coding system \[[@CR18]\]. Anonymised datasets from all practices were merged into a database with practice characteristics (urban or rural, number of patients, number of staff). It was not possible to record socio-economic characteristics as they were not recorded on patient files.

Statistical analysis {#Sec6}
--------------------

Numeric variables were tested for normality and summarised using mean (standard deviation) for normally distributed variables and median (first quartile, third quartile) for skewed distributions. Counts and percentages are presented for categorical data. Pearson's chi-square test was used to test for significant associations between categorical variables. A 5% level of significance was used for all tests. Cramer's V was used as a measure of the strength of the association, with 0.1 consider small, 0.3 medium and 0.5 large. A binary logistic regression analysis was carried out to predict visit in the last year (yes, no) using gender, age and eligibility for fee exemption medical care (not eligible, eligible) as predictor variables. All analysis was carried out using IBM SPSS Version 21.

Ethical approval for the study was granted by the Irish College of General Practitioners Research Ethics Committee (ICGP). The students involved in data collection were trained in the process by faculty and all data were de-identified at source and stored appropriately. Consent for use of clinical records was not required which was in line with the ICGP research guidelines at the time of the study.

Results {#Sec7}
=======

Of the 72 practices affiliated with the medical school, 64 (89%) participated in the study. Practice size ranged from under 2000 to over 10,000 registered patients (registered number of children aged under fifteen years ranged from 200 to over 1000). Twenty eight (44%) practices indicated they were 'urban', eighteen (28%) indicated they were 'rural' and eighteen (28%) indicated they were 'mixed' practices. Children who had not been registered with the practice for 12 months were excluded from the sample with analysis based on data from 6007 patients aged 1 to 14 years from the 64 participating practices. The median age of the children was 7 years (first quartile = 4, third quartile = 11); 3083 (51%) were male and 3688 (62%) were fee-paying patients.

3105 (52%) of children in the sample had a consultation with their general practitioner within the last year (71% of those eligible for fee exemption consultations vs. 40% of fee-paying, *p* \< 0.001, Cramer's V = 0.30). Figure [1](#Fig1){ref-type="fig"} summarises the percentage of children within each one year of age band with a visit in the last year by eligibility for fee-paying consultations. Those eligible for fee exemption were almost four times as likely to have a visit in the last year compared to fee-paying children (adjusted OR = 3.86, 95% confidence interval: 3.44 to 4.32).Fig. 1Percentage with a consultation in the last year by age in years and fee paying status

There were 9583 consultations documented in total with the majority of these (62%) in children eligible for fee exemption consultations. Of the children in the sample with at least one visit to their GP in a 12-month period, the median number of consultations for those eligible for fee exemption consultations was three per year compared to two for fee-paying children (Table [1](#Tab1){ref-type="table"}).Table 1Median number of GP consultations (first quartile, third quartile) by age group and fee paying statusFee paying statusAll children\
*n* = 6007Children with at least one visit in past year\
*n* = 3105All children\
under 6\
*n* = 2191Children under 6 with at least one visit in past year\
*n* = 1351Fee paying0 (0, 1)2 (1, 3)1 (0, 2)2 (1, 4)Eligible for fee exemption2 (0, 4)3 (1, 5)2 (1, 5)3 (2, 6)All patients1 (0, 2)2 (1, 4)1 (0, 3)3 (1, 5)

Active patients eligible for fee exemption consultations and aged under six years had a median of three consultations within the 12-month time period with a quarter attending six times a year or more compared to a median of two for fee-paying patients with a quarter attending four times a year or more.

For children who had attended in the past year, the presenting symptoms documented at their most recent consultation are summarised in Table [2](#Tab2){ref-type="table"}. The most common presenting symptom was respiratory (39%) in both fee paying and fee exemption children. There were no significant differences between the presenting complaints by fee paying status apart from those related to the ear with fee-paying children slightly more likely to present with symptoms in this category (Table [2](#Tab2){ref-type="table"}).Table 2Presenting symptoms documented by the GP at the most recent consultation in the past year by fee paying statusPresenting Symptom (ICPC-2 category)Fee paying (*n* = 1447)Eligible for fee exemption (*n* = 1601)*P*-value (Cramer's V)Respiratory565 (39%)616 (39%)0.75 (0.006)Skin233 (16%)291 (18%)0.13 (0.03)Digestive143 (10%)170 (11%)0.50 (0.01)General and unspecified136 (9%)141 (9%)0.57 (0.01)Ear97 (7%)79 (5%)0.04 (0.04)Musculoskeletal80 (6%)104 (7%)0.26 (0.02)Other193 (13%)200 (12%)0.49 (0.01)

Table [3](#Tab3){ref-type="table"} summarises the actions documented by the GP at the child's most recent attendance by fee-paying status. The most common actions documented by the GP were prescribing and reassurance. Fee-paying children were more likely to be prescribed medication than fee exemption children (62% vs 58%, *p* = 0.007, Cramer's V = 0.05), though the difference was small. There were no other significant differences in the actions documented by the GP for the child's most recent attendance by fee paying status.Table 3Actions documented by the GP at the most recent consultation in the past year by fee paying statusActionFee-paying children (*n* = 1472)Non fee-paying paying children (*n* = 1631)*p*-value (Cramer's V)Prescribe918 (62%)940 (58%)0.007 (0.05)Reassure775 (53%)889 (55%)0.30 (0.02)Refer205 (14%)207 (13%)0.31 (0.02)Further investigation167 (11%)151 (9%)0.06 (0.03)Prevention and health promotion advice129 (9%)171 (11%)0.11 (0.003)

Discussion {#Sec8}
==========

Summary of key findings {#Sec9}
-----------------------

This study has important findings relating to attendance rates and outcomes of consultations. Children who are eligible for fee exemption consultations are more likely to have attended their GP in the past year compared to fee-paying children and generate the majority of consultations. Of the children who attended in the past year, those eligible for fee exemption consultations attended more often (median of three consultations compared to two for fee-paying). There is also a subgroup of children eligible for fee exemption consultations who attend very frequently with one quarter attending at least five times per year. In the under sixes, one quarter of those eligible for fee exemption consultations attend at least six times per year. Prescribing and reassurance were the most common actions documented by the GP at the most recent consultation with prevention documented for only one in ten consultations. A higher prescribing rate was seen for fee-paying children compared to those eligible for fee exemption consultations but the difference in rates was small (4%). There were no other significant differences in the actions documented by the GP at the most recent consultation. It is important to note that the methodology did not record socio-economic characteristics. There is a socio-economic bias imbalance in the study, where the group qualifying for free medical care are generally from lower socio-economic backgrounds. Previous research has shown higher attendance rates to general practice among children in this group \[[@CR19], [@CR20]\].

Comparison with the literature {#Sec10}
------------------------------

Previously, a study of clinical records from a small number of general practices in one location suggested a much higher attendance rate of children eligible for fee exemption compared to those that are fee paying \[[@CR21]\] with attendance rates higher than that previously suggested by self-report, population-based studies \[[@CR22]\]. There has been no large scale study of clinical records of children by fee paying status published to date in Ireland. Our finding that those eligible for fee exemption attend more than fee-paying children may be partially explained by the evidence internationally that children of lower income parents are more likely to be brought to the GP with everyday symptoms \[[@CR19], [@CR23]\]. Parents who do not have to pay for their children's consultations may also have a lower threshold for attending. Furthermore, studies using population surveys that facilitated controlling for health status and educational and social levels, have similarly found increased GP visit rates among those eligible for fee exemption compared to fee-paying \[[@CR24], [@CR25]\]. A report published in 2017, in which both types of methodologies (patient-reports and clinical records) were assessed, concluded that the real impact of free GP care cannot be estimated by any one of these methodologies alone \[[@CR26]\].

The RAND study, a large study of co-payments for health services in the USA from the 1970s, showed that as co-payments for health services increased, the utilisation of the services decreased \[[@CR27]\]. Following the introduction of co-payments in Germany in 2004 for outpatient physician visits, a study based on population surveys found that consultation rates reduced, especially in younger and healthier adults. The authors raised concerns for those in lower socio-economic groups \[[@CR28]\]. Similarly, an older population-based survey in Ireland showed that co-payments can deter people from consulting their GP, and in particular those from lower socio-economic groups \[[@CR29]\]. However, a recent Australian survey showed that for the majority, a small co-payment would not impact on their decision on whether to consult with their GP \[[@CR30]\]. This significant finding should stimulate discussion on where the limits of such a co-payment lie.

In Ireland, an increasing demand for GP services coupled with a difficulty in recruiting GPs has created an overstretched work environment \[[@CR31]\]. Similarly, in the UK, consultation rates and duration as well as clinical workload has increased indicating that the primary care system is heading for saturation \[[@CR32]\]. In this context, General Practice service planning requires urgent attention to ensure that the patients most in need of appointments have access to them. It does not seem unreasonable to suggest that co-payment may have a role in reducing consultation rates with GPs. In fact, a small study conducted in eight general practice clinics found a rise of 9.4% in daytime attendance and 28.7% in out of hours attendances in the year after introduction of free care for children under six years \[[@CR33]\]. A systematic review of 47 studies reported that when co-payment reduces consultation rates with GPs and reported no corresponding increase in hospitalisations as a result of co-payment \[[@CR34]\]. The same study found that the categories of patients that reduced their consultations the most were lower income and those in need of care so these patients should be exempt from co-payment. If co-payments are to continue, a fine balance must be struck to ensure that patients who need care are not deterred but at the same time are not denied access because of unnecessary appointments. A solution may be to provide a free annual health check appointment for prevention with further appointments involving a small co-payment.

Outcomes of consultations {#Sec11}
-------------------------

In terms of consultation outcomes, reassurance was documented in over half of the consultations and prescribing was the most common action. GPs are responsible for most antibiotic prescribing to children \[[@CR35]\]. The slightly higher prescribing rate observed in the fee-paying group may be explained by more pressure to prescribe perceived by GPs from parents who are paying for the consultation or it may be that possibly those parents tend to present their children when the symptoms are more advanced. In Scotland, when incentives for doing health checks on children were removed the rate of uptake decreased significantly \[[@CR36]\]. It will be interesting to see if incentivising in Ireland will strengthen the GP role in preventive health care.

Strengths and limitations of the study {#Sec12}
--------------------------------------

This is the first, large multi-practice study of clinical records comparing consultations of children by fee paying status in Ireland. Participation among the GP network was high (89%), yielding consultation data on over six thousand children. It should be acknowledged, however, that practice management systems are designed and used for administrating the practice rather than research and there may be differences in how information was stored and accessed across practices. Practices also vary in how up to date their patient lists are e.g. removing patients known to have moved away or accurately classifying temporary visitors in the practice management system. The frequency and type of disease coding varies within general practice in Ireland so reliable information on the prevalence of chronic diseases in children is difficult to obtain from practice management systems, as well as employment status of parents and socio-economic group. A significant proportion of paediatric consultations in general practice occur out of hours and these were not included in our study. The socioeconomic bias in the methodology described above is an important limitation.

Implications for future research and practice {#Sec13}
---------------------------------------------

Practice-based networks have been termed "indispensable for the maintenance and development of general practice as an academic discipline" \[[@CR37]\]. The GP network that provided the setting for this study has yielded data on consultations involving children in general practice at a very important juncture for child health in Ireland. The years after health care restructuring will present a research opportunity to measure the effect of on help-seeking behaviour and cost to the state free care on attendances, outcomes and preventive health for children in general practice. Although a before and after comparison was beyond the scope of this study, the findings will add to the growing body of knowledge on the potential impact of fees on healthcare utilisation for countries considering co-payment options. A largescale study of attendances to general practice comparing rates before and after the introduction of free GP care for children under six years would be opportune at this point. Considering the UK and Netherlands as a paradigm, where large health care payment reforms led to unexpected health spending costs, any shift towards universal health care be preceded by careful planning with involvement of representatives from General Practice \[6\].

Conclusions {#Sec14}
===========

Our findings show that, based on general practice records in Ireland, childhood consultation rates are higher in the non-fee-paying category of patients. However, the consultation outcomes for fee-paying and non-fee-paying groups are similar.
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